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Question #: 1 
Hingsh review: 1D:51130 If a patient diagnosed with moderate-severe atopic dermatitis fails topical therapy, which of the following 
eh treatments would you be most likely to recommend? 
Y ag question 


Select one: 

Send Feedback 
Narrow-band v z x 

UVB Rose Wang (ID:113212) this answer is correct. Narrow-band UVB phototherapy 


S STEE is recommended as the next line of treatment for atopic dermatitis that is 
refractory to topical therapy. 


Corticosteroids (Systemic) % 
Azathioprine (Systemic) * 
Methotrexate (Systemic) X 


Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To identify treatment options for atopic dermatitis that is refractory to topical therapy. 


BACKGROUND: 


AD (atopic dermatitis), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for TCS (topical corticosteroids). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes; therefore these triggers 
should be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides, linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


TCS decrease inflammatory mediatory activity. Although often prescribed for twice-daily use, once-daily 
application is just as effective and may minimize the risk of adverse events. The potency (ie. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, perioral dermatitis 
may occur. Periocular use can result in cataracts and glaucoma. Systemic effects may involve HPA 
(hypothalamus-pituitary-adrenal) axis suppression but this is very rare with the use of topical agents only. 
The risk of adverse effects depends on the skin location, as well as the potency, frequency and duration of 
TCS use. 


TCI are an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 


inflammation through inhibition of T cells and inflammatory cytokine production. In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS. The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 
high-potency TCS and there is an absence of key head-to-head studies with low-potency corticosteroids. 
Although second-line, TCI have a favourable safety profile and are often used off label as steroid-sparing 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions. 


For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 
nm) is the most commonly used phototherapy. It should be administered 2-3 times per week. Adverse effects 
include erythema, burns, photoaging and increased skin cancer risk. 


If phototherapy is contraindicated, currently available systemic agents include systemic corticosteroids, 
cyclosporine A, methotrexate, azathioprine and mycophenolate mofetil. Other than systemic corticosteroids, 
these are all used off label for AD. Cyclosporine A is an immunosuppressant that acts as a systemic 
calcineurin inhibitor. Adverse effects include hypertension, renal dysfunction, and increased infection risk. 
Methotrexate, azathioprine, and mycophenolate are antimetabolite immunosuppressants. Adverse effects 
include hepatotoxicity, cytopenia, and increased infection risk. Furthermore, methotrexate should be used in 
conjunction with folic acid supplementation to reduce the risk of hematologic adverse events. 


In patients who experience significant sleep impairment leading to daytime disruption, adjunctive treatment 
with first-generation oral histamines (e.g. hydroxyzine, diphenhydramine) should be used. 


In pregnancy, moisturizers remain the mainstay of treatment for prevention and mild-moderate topical 
corticosteroids for flare-ups. UVB and TCI are second-line therapy. Systemic agents should only be used in 
the most severe cases after careful discussion and require close monitoring. Methotrexate is contraindicated 
in pregnancy. 

The goals of therapy are to control dermatitis and pruritis, prevent flare recurrence, minimize adverse effects, 
and minimize non-adherence. 


Referral to a primary care practitioner is necessary if AD remains unresolved despite appropriate therapy, 
there is evidence of an infection, there is significant psychosocial disruption (e.g. poor sleep, compromised 
ability to attend school or work), there is a frequent recurrence of flares, or there are concerns regarding 
adverse effects. 


Table 1. Outline of available treatments in atopic dermatitis 


( Type Class [ Examples 
Low-potency 
+ Hydrocortisone acetate 1% cream/ointment 


» Desonide 0.05% cream/ointment 
Mid-potency 
» Betamethasone valerate 0.05% or 0.1% cream/ointment 
+ Mometasone furoate 0.1% cream 
» Hydrocortisone valerate 0.2% cream/ointment 


High-potency 
» Fluocinonide 0.05% cream/ointment/gel 


Topical Corticosteroid 


+ Mometasone furoate 0.1% ointment 


+ Desoximetasone 0.25% cream/ointment/gel 


Very-high potency 
+ Betamethasone dipropionate glycol 0.05% ointment 


Clobetasol propionate 0.05% cream/ointment 


Halobetasol propionate 0.05% cream/ointment 


Tacrolimus 0.03% ointment 


Tacrolimus 0.1% ointment 


Topical Calcineurin Inhibitor 
Pimecrolimus 1% cream 


Narrow-band UVB (311 nm) 
Broad-band UVB 


Topical Phototherapy 


Psoralen + UVA photochemotherapy 


Systemic Corticosteroid » Prednisone 

Systemic Calcineurin Inhibitor + Cyclosporine A 
+ Methotrexate 

Systemic Anti-metabolite + Azathioprine 


Mycophenolate mofetil 


Question #: 2 


10:5126 
Corect 


¥ Fag question 


Send Feedback 


RATIONALE: 
Correct Answer: 


* Narrow-band UVB Phototherapy - Narrow-band UVB phototherapy is recommended as the next line 
of treatment for atopic dermatitis that is refractory to topical therapy. 


Incorrect Answers: 


* Corticosteroids (Systemic) - These systemic agents are only recommended if the patient fails to 
respond to topical therapy and phototherapy is contraindicated. 


* Azathioprine (Systemic) - These systemic agents are only recommended if the patient fails to respond 
to topical therapy and phototherapy is contraindicated. 


© Methotrexate (Systemic) - These systemic agents are only recommended if the patient fails to 
respond to topical therapy and phototherapy is contraindicated. 


TAKEAWAY/KEY POINTS: 


In individuals with atopic dermatitis that is refractory to topical corticosteroids and topical calcineurin 
inhibitors, treatment with narrow-band UVB phototherapy is the next recommended line of treatment and 
should be administered two to three times per week. 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 


[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


[3] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. 


[4] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Narrow-band UVB Phototherapy 


All of the following are appropriate non-pharmacologic recommendations for a patient with atopic 
dermatitis, EXCEPT: 


Select one: 


Take measures to reduce anxiety X% 
Avoid rapid temperature changes X 
Avoid wool clothing * 

Eliminate cow's milk v 


from faeldiet Rose Wang (ID:113212) this answer is correct. There is a lack of evidence 
linking cow's milk to flares of atopic dermatitis. 


| Correct] 
Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To know the common triggers of atopic dermatitis. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


Common triggers for atopic dermatitis include: 
© Extreme heat or cold 
e Rapid temperature changes 
e Sweating 
© Irritant or occlusive clothing (wool or nylon) 
e Soaps and detergents 


© Graacac 


Question #: 3 


1D: 50965 
Corect 


Fiag ques 


* Environmental allergens 
* Anxiety 


e Infections 


Food is uncommon as a trigger for atopic dermatitis. Eliminating cow's milk from the diet is not supported by 
current evidence, and data is limited as to whether or not eliminating eggs is beneficial in patients with a 
suspected egg allergy. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


RATIONALE: 
Correct Answer: 


e Eliminate cow's milk from the diet - There is a lack of evidence linking cow's milk to flares of atopic 
dermatitis. 


Incorrect Answers: 
© Take measures to reduce anxiety - Psychological factors, such as anxiety, can trigger atopic dermatitis. 
* Avoid rapid temperature changes - Rapid temperature changes can trigger atopic dermatitis. 


* Avoid wool clothing - Wool clothing can irritate the skin and trigger atopic dermatitis. 


TAKEAWAY/KEY POINTS: 


Avoiding triggers such as rapid temperature changes, anxiety, sweating, soaps, etc., can help prevent atopic 
dermatitis. There is no evidence that avoiding cow's milk or eggs can be a trigger for atopic dermatitis. 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 

[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices, Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[3] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. 

[4] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Eliminate cow's milk from the diet 


THE NEXT 4 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING: 


Cis a 5 year old female who is brought into your clinic by her mother. CC has a rash on her wrists 
and neck, and the skin in those areas is dry, has lichenified plaques and appears reddened. CC often 
complains of itching, especially at night, and frequently scratches at the skin. The rash first appeared 
several months ago and tends to come and go. The father has been trying to keep the area clean to 
see if that helps to keep it away, but it seems to be doing just the opposite. He switched to a new type 
of soap and the rash actually got worse, resulting in the current symptoms. The couple also has a pet 
dog who has been around since before CC was born. They are wondering whether or not the dog 
could be affecting CC's symptoms and what to do about it if that's the case. They do not want to get 
rid of the dog if it can be helped. CC has no signs of infection and is not taking any medications. She 
does not have any other medical conditions. 


All of the following may be contributing to CC's condition, EXCEPT: 


Select one: 
The new soap that the father used % 
Persistent scratching of the rash % 
Continued close v 


contact witha Rose Wang (1D:113212) this answer is correct. There is no strong association 
n Aar between the presence of a pet dog and an increased or worsened occurrence of 


LOS atopic dermatitis. 


Frequent washing of the affected areas % 


Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To be able to identify potential factors contributing to a patient's atopic dermatitis. 


BACKGROUN 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


Common triggers for atopic dermatitis include: 


e Extreme heat or cold 


Rapid temperature changes 


Sweating 


Irritant or occlusive clothing (wool or nylon) 


Soaps and detergents 


Greases 


Environmental allergens 


Anxiety 


Infections 


Food is uncommon as a trigger for atopic dermatitis. Eliminating cow's milk from the diet is not supported by 
current evidence, and data is limited as to whether or not eliminating eggs is beneficial in patients with a 
suspected egg allergy. Furthermore, there is no strong association between the presence of a pet dog and 
the increased occurrence of the condition. In fact, a systematic review has actually supported an inverse 
relationship between atopic dermatitis and exposure to pet dogs in early life. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


RATIONALE: 
Correct Answer: 


* Continued close contact with a pet dog - There is no strong association between the presence of a 
pet dog and an increased or worsened occurrence of atopic dermatitis. 


Incorrect Answers: 


© The new soap that the father used - Since soaps are a common trigger of atopic dermatitis, and since 
CC's rash got worse when her father used the new soap, it is likely that the new soap is a contributing 
factor to CC's condition. 


e Persistent scratching of the rash - Scratching the skin can lead to further itching, resulting in an "itch- 
scratch cycle" which can ultimately complicate and exacerbate the condition, 


+ Frequent washing of the affected areas - This may be irritating the skin and exacerbating the 
condition. 


TAKEAWAY/KEY POINTS: 


Avoiding triggers such as rapid temperature changes, anxiety, sweating, soaps, etc., can help prevent atopic 
dermatitis. There is no conclusive evidence that cow's milk, eggs or pets can be a trigger for atopic 
dermatitis. 


Question #: 4 


ID: 50969 


Corect 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 

[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 

[3] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 

[4] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https://myrxtxca. 


The correct answer is: Continued close contact with a pet dog 


An appropriate counselling point for CC and her parents would be to: 


Select one: 
Use fabric softeners for CC's shirts % 


Wear cotton s 
O Rose Wang (ID:113212) this answer is correct. CC's condition is on her hands, and 


mittens 
during the since she is scratching the affected areas, mittens would be a good recommendation 
day for her to protect the hands during play and prevent scratching. 


Add olive oil to water during baths % 
Avoid consuming eggs and dairy products * 


Marks for this submission: 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To know appropriate non-pharmacologic recommendations for atopic dermatitis. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


Common triggers for atopic dermatitis include: 


e Extreme heat or cold 


Rapid temperature changes 


Sweating 


Irritant or occlusive clothing (wool or nylon) 


Soaps and detergents 


Greases 


Environmental allergens 


Anxiety 


Infections 


Food is uncommon as a trigger for atopic dermatitis. Eliminating cow's milk from the diet is not supported by 
current evidence, and data is limited as to whether or not eliminating eggs is beneficial in patients with a 
suspected egg allergy. Furthermore, there is no strong association between the presence of a pet dog and 
the increased occurrence of the condition. In fact, a systematic review has actually supported an inverse 
relationship between atopic dermatitis and exposure to pet dogs in early life. Cotton mittens can be used to 
minimize impacts of scratching on worsening AD. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevents water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 


Question #: 5 


1D: 50971 
Corect 


Y Fiag question 


products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


RATIONALE: 


Correct Answer: 


* Wear cotton mittens during the day - CC's condition is on her hands, and since she is scratching the 
affected areas, mittens would be a good recommendation for her to protect the hands during play 
and prevent scratching. 


Incorrect Answers: 


* Use fabric softeners for CC's shirts - Fabric softeners can change clothing fibres to further irritate the 
skin, They should be avoided in patients with atopic dermatitis. 


e Add olive oil to water during baths - There is no evidence that additives to bathwater are beneficial 
and some may be of more harm than good. 


* Avoid consuming eggs and dairy products - There is no indication that CC has an allergy or 
sensitivity to these products, so eliminating them from the diet could have negative effects on her 
nutrition with little to no benefit in her dermatitis. 


TAKEAWAY/KEY POINTS: 


Avoiding triggers such as rapid temperature changes, anxiety, sweating, soaps, etc., can help prevent atopic 
dermatitis. There is no conclusive evidence that cow's milk, eggs or pets can be a trigger for atopic 
dermatitis. Cotton mittens could help minimize abrasive scratching which could worsen atopic dermatitis. 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 

[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtxca. 

B] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. 

[4] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Wear cotton mittens during the day 


CC and her parents should also be counselled on all of the following, EXCEPT: 


Select one: 
Wash new clothes before wearing them % 
Pat dry witha towel after bathing % 
Use a liquid detergent for laundry % 


Apply an occlusive layer v 


before bathing Rose Wang (ID:113212) this answer is correct. Occlusive layers should 


be applied after bathing to lock in moisture. 


| Correct} 
Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 


To know appropriate non-pharmacologic recommendations for atopic dermatitis. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periacular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 
Common triggers for atopic dermatitis include: 

© Extreme heat or cold 

e Rapid temperature changes 


e Sweating 


Question #: 6 


1D: 50981 


Correct 


Irritant or occlusive clothing (wool or nylon) 


Soaps and detergents 


Greases 


Environmental allergens 


Anxiety 


Infections 


Food is uncommon as a trigger for atopic dermatitis. Eliminating cow's milk from the diet is not supported by 
current evidence, and data is limited as to whether or not eliminating eggs is beneficial in patients with a 
suspected egg allergy. Furthermore, there is no strong association between the presence of a pet dag and 
the increased occurrence of the condition. In fact, a systematic review has actually supported an inverse 
relationship between atopic dermatitis and exposure to pet dogs in early life. Cotton mittens can be used to 
minimize impacts of scratching on worsening AD. 


To reduce irritation caused by clothing, new clothes should be washed prior to wear in order to remove any 
chemicals leftover from their manufacture. Liquid detergent is preferable as it can result in more complete 
rinsing of the garment compared to powdered detergent. When bathing, the skin should be patted dry. Air 
drying can result in moisture loss and worsen dry skin, and rubbing can further irritate the skin. An emollient 
should be applied immediately afterward to retain any remaining moisture. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


RATIONALE: 
Correct Answer: 


* Apply an occlusive layer before bathing - Occlusive layers should be applied after bathing to lock in 
moisture. 


Incorrect Answers: 


Wash new clothes before wearing them - Washing new clothes will help to remove formaldehyde 
and other chemicals left over from the manufacturer. 


Pat dry with a towel after bathing - Patting the skin with a towel is the preferred method for drying 
the skin. Air drying can result in moisture loss and aggressive rubbing with a towel can cause irritation. 


Use a liquid detergent for laundry - Liquid detergents may be more easily rinsed out of clothing, 
leaving behind less residual detergent and causing less irritation. 


TAKEAWAY/KEY POINTS: 


Avoiding triggers such as rapid temperature changes, anxiety, sweating, soaps, etc, can help prevent atopic 
dermatitis. An occlusive layer applied after bathing can lock in moisture and help rehydrate the skin. 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 

[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtxca. 

[3] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https://myrtx.ca. 

[4] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


The correct answer is: Apply an occlusive layer before bathing 


If CC were to use a corticosteroid cream for her condition, how much should she apply? 


Select one: 


1.5 fingertipunits v 7 
(TUS) (10.759) Rose Wang (ID:113212) this answer is correct. Based on the area that 


needs to be covered, 1.5 FTUs should be sufficient. 


2 fingertip units (FTUs) (1 g) * 
2.5 fingertip units (FTUs) (1.25 g) ® 
3 fingertip units (FTUs) (1.5 g) * 


{Correct | 
Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To be able to counsel on the appropriate amount of corticosteroid to apply to a given area of skin. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periacular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


TCS decreases inflammatory mediatory activity. Although often prescribed for twice-daily use, the once-daily 
application is just as effective and may minimize the risk of adverse events. The potency (ie. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, perioral dermatitis 
may occur. Periocular use can result in cataracts and glaucoma. Systemic effects may involve HPA 
(hypothalamus: pituitary-adrenal) axis suppression but this is very rare with the use of topical agents only. 
The risk of adverse effects depends on the skin location, as well as the potency, frequency and duration of 
TCS use. 


TCI are an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 
inflammation through inhibition of T cells and inflammatory cytokine production. In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS. The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 
high-potency TCS and there is an absence of key head-to-head studies with low-potency corticosteroids. 
Although second-line, TCI have a favourable safety profile and are often used off label as steroid-sparing 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions. 


The correct dosing of corticosteroid products is important. Too little risks treatment failure and too much can 
result in adrenal suppression, atrophy and other undesirable consequences, To standardize dosing, Fingertip 
Units (FTUs) are used. FTUs are used to help standardize the measurement of topical corticosteroid products 
before application. One FTU is the amount of product squeezed out of a tube that extends from the tip of 
the index finger to the first crease of the finger using an adult finger. One arm, including the hand, requires 4 
FTUs for proper coverage. A single hand (front and back, including fingers) requires 1 FTU. 1 FTU will cover a 
surface area equivalent to twice the flat of an adult hand with the fingers together. This means that roughly 
4.5 FTUs will be needed to cover one leg and foot of a 10-year-old child. 


When FTUs are measured using a child's hand, it can result in under-dosing. FTUs are used to help 
standardize the measurement of topical corticosteroid products for patients. One FTU is the amount of 
product expelled from a tube that extends from the tip of the index finger to the first crease on the finger. 
For children, an adult finger is used to measure the FTU. 1 FTU will cover a surface area equivalent to twice 
the flat of an adult hand with the fingers together. This means that roughly 1.5 FTUs will be needed to cover 
the face and neck of a 5-year-old child. 


For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 
nm) is the most commonly used phototherapy. It should be administered two to three times per week. 
Adverse effects include erythema, burns, photoaging and increased skin cancer risk. 


If phototherapy is contraindicated, currently available systemic agents include systemic corticosteroids, 
cyclosporine A, methotrexate, azathioprine and mycophenolate mofetil, Other than systemic corticosteroids, 
these are all used off label for AD. Cyclosporine A is an immunosuppressant that acts as a systemic 
calcineurin inhihitar Adverce affects inchida hunartancinn renal ducfiunctian and increaced infection rick 


Methotrexate, azathioprine, and mycophenolate are antimetabolite immunosuppressants. Adverse effects 
include hepatotoxicity, cytopenia, and increased infection risk. Furthermore, methotrexate should be used in 
conjunction with folic acid supplementation to reduce the risk of hematologic adverse events. 


Fluocinonide, cyclosporine A, and mycophenolate are not contraindicated in pregnancy but should be closely 
monitored. Methotrexate is contraindicated in pregnancy. 


In patients who experience significant sleep impairment leading to daytime disruption, adjunctive treatment 
with first-generation oral antihistamines (e.g. hydroxyzine or diphenhydramine) may be used. 


In pregnancy, moisturizers remain the mainstay of treatment for prevention and mild-moderate topical 
corticosteroids for flare-ups. UVB and TCI are second-line therapy. Systemic agents should only be used in 
the most severe cases after careful discussion and require close monitoring. Methotrexate is contraindicated 
in pregnancy. 

The goals of therapy are to control dermatitis and pruritus, prevent flare recurrence, minimize adverse effects, 
and minimize non-adherence. 


Referral to a primary care practitioner is necessary if AD remains unresolved despite appropriate therapy, 
there is evidence of an infection, there is significant psychosocial disruption (e.g. poor sleep, compromised 
ability to attend school or work), there is a frequent recurrence of flares, or there are concerns regarding 
adverse effects, 


Table 1. Outline of available treatments in atopic dermatitis 


[ Type Class [ Examples 
Low-potency 
+ Hydrocortisone acetate 1% cream/ointment 


» Desonide 0.05% cream/ointment 
Mid-potency 
» Betamethasone valerate 0.05% or 0.1% cream/ointment 
+ Mometasone furoate 0.1% cream 
+ Hydrocortisone valerate 0.2% cream/ointment 


High-potency 
+ Fluocinonide 0.05% cream/ointment/gel 


Topical Corticosteroid 


+ Mometasone furoate 0.1% ointment 


+ Desoximetasone 0.25% cream/ointment/gel 


Very-high potency 
+ Betamethasone dipropionate glycol 0.05% ointment 


Clobetasol propionate 0.05% cream/ointment 


Halobetasol propionate 0.05% cream/ointment 


Tacrolimus 0.03% ointment 


Tacrolimus 0.1% ointment 


Topical Calcineurin Inhibitor 
Pimecrolimus 1% cream 


Narrow-band UVB (311 nm) 
Broad-band UVB 


Topical Phototherapy 


Psoralen + UVA photochemotherapy 


Systemic Corticosteroid + Prednisone 
Systemic Calcineurin Inhibitor SRC i iiia 

+ Methotrexate 
Systemic Anti-metabolite + Azathioprine 

+ Mycophenolate mofetil 


RATIONALE: 
Correct Answer: 


* 1.5 fingertip units (FTUs) (0.75 g) - Based on the area that needs to be covered, 1.5 FTUs should be 
sufficient. 


Incorrect Answers: 


* 2 fingertip units (FTUs) (1 g) - 2 FTUs would be too much. 


Question #: 7 


10:5152 


Corect 


* 2.5 fingertip units (FTUs) (1.25 g) - 2.5 FTUs would be too much. 
* 3 fingertip units (FTUs) (1.5 g) - 3 FTUs would be too much. 


TAKEAWAY/KEY POINTS: 


FTUs approximate the amount of topical corticosteroid with 1 FTU = 0.5 grams (from the fingertip to the first 
crease in the adult finger). Different areas of the body require different amounts for adequate coverage. 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 

[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtxca. 


The correct answer is: 1.5 fingertip units (FTUs) (0.75 g) 


All of the following are goals of therapy for atopic dermatitis, EXCEPT: 


Select one: 


Treat lesions and itching * 


Treat v 
Re Rose Wang (ID:113212) this answer is correct. Nodules are not a symptom of atopic 


dermatitis. 


Prevent flare-ups * 


Optimize adherence X 


| Correct 
Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To become familiar with the goals of therapy in atopic dermatitis. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


TCS decreases inflammatory mediatory activity. Although often prescribed for twice-daily use, the once-daily 
application is just as effective and may minimize the risk of adverse events. The potency (ie. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, perioral dermatitis 
may occur. Periocular use can result in cataracts and glaucoma. Systemic effects may involve HPA 
(hypothalamus-pituitary-adrenal) axis suppression but this is very rare with the use of topical agents only. 
The risk of adverse effects depends on the skin location, as well as the potency, frequency and duration of 
TCS use. 


TCI are an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 
inflammation through inhibition of T cells and inflammatory cytokine production. In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS. The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 


Igu-poleniey CS anu LIETE Is alt USeNLe UIKEY TEAU-LU-NEAU SLUUIES WIU IUW-PULETILy CUI ULUSteL UIUS: 
Although second-line, TCI have a favourable safety profile and are often used off label as steroid-sparing 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions, 


For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 
nm) is the most commonly used phototherapy. It should be administered two to three times per week. 
Adverse effects include erythema, burns, photoaging and increased skin cancer risk. 


If phototherapy is contraindicated, currently available systemic agents include systemic corticosteroids, 
cyclosporine A, methotrexate, azathioprine and mycophenolate mofetil. Other than systemic corticosteroids, 
these are all used off label for AD. Cyclosporine A is an immunosuppressant that acts as a systemic 
calcineurin inhibitor. Adverse effects include hypertension, renal dysfunction, and increased infection risk. 
Methotrexate, azathioprine, and mycophenolate are antimetabolite immunosuppressants. Adverse effects 
include hepatotoxicity, cytopenia, and increased infection risk. Furthermore, methotrexate should be used in 
conjunction with folic acid supplementation to reduce the risk of hematologic adverse events. 


Fluocinonide, cyclosporine A, and mycophenolate are not contraindicated in pregnancy but should be closely 
monitored. Methotrexate is contraindicated in pregnancy. 


In patients who experience significant sleep impairment leading to daytime disruption, adjunctive treatment 
with first-generation oral antihistamines (e.g. hydroxyzine or diphenhydramine) may be used. 


In pregnancy, moisturizers remain the mainstay of treatment for prevention and mild-moderate topical 
corticosteroids for flare-ups. UVB and TCI are second-line therapy. Systemic agents should only be used in 
the most severe cases after careful discussion and require close monitoring. Methotrexate is contraindicated 
in pregnancy. 

The goals of therapy are to control dermatitis and pruritis, prevent flare recurrence, minimize adverse effects, 
and minimize non-adherence. 


Referral to a primary care practitioner is necessary if AD remains unresolved despite appropriate therapy, 
there is evidence of an infection, there is significant psychosocial disruption (e.g. poor sleep, compromised 
ability to attend school or work), there is a frequent recurrence of flares, or there are concerns regarding 
adverse effects. 


Table 1. Outline of available treatments in atopic dermatitis 


[ Type [ Class Examples 
Low-potency 
» Hydrocortisone acetate 1% cream/ointment 


+ Desonide 0.05% cream/ointment 
Mid-potency 
+ Betamethasone valerate 0.05% or 0.1% cream/ointment 
» Mometasone furoate 0.1% cream 
+ Hydrocortisone valerate 0.2% cream/ointment 
Topical Corticosteroid High-potency 
+ Fluocinonide 0.05% cream/ointment/gel 
» Mometasone furoate 0.1% ointment 
+ Desoximetasone 0.25% cream/ointment/gel 
Very-high potency 
+ Betamethasone dipropionate glycol 0.05% ointment 
» Clobetasol propionate 0.05% cream/ointment 


+ Halobetasol propionate 0.05% cream/ointment 


Tacrolimus 0.03% ointment 


Tacrolimus 0.1% ointment 


Topical Calcineurin Inhibitor 


Pimecrolimus 1% cream 


Narrow-band UVB (311 nm) 
Broad-band UVB 


Topical Phototherapy 


Psoralen + UVA photochemotherapy 


Systemic Corticosteroid + Prednisone 

Systemic Calcineurin Inhibitor » Cyclosporine A 
» Methotrexate 

Systemic Anti-metabolite + Azathioprine 


Mycophenolate mofetil 


Question #: 8 
1D: 50933 
Correct 
Y Fiag question 


(Sena Feedback 


KAIIONALE: 
Correct Answer: 
© Treat nodules - Nodules are not a symptom of atopic dermatitis. 


Incorrect Answers: 


Treat lesions and itching - Treatment of dermatitis and pruritis, prevention of flare recurrence, and 
minimization of adverse effects and non-adherence are the goals of therapy in AD. 


Prevent flare-ups - Treatment of dermatitis and pruritis, prevention of flare recurrence, and 
minimization of adverse effects and non-adherence are the goals of therapy in AD. 


Optimize adherence - Treatment of dermatitis and pruritis, prevention of flare recurrence, and 
minimization of adverse effects and non-adherence are the goals of therapy in AD. 


TAKEAWAY/KEY POINTS: 


The goals of therapy in AD focus on prevention and treatment of flares, safe choice of therapy, and 
adherence to treatment. 

REFERENCE: 

[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
40.1177/1715163517710958, 


[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Treat nodules 


The following conditions often appear together, EXCEPT: 


Select one: 
Atopic Dermatitis X 
Acne v 
Rose Wang (ID:113212) this answer is correct. Acne is not part of the allergic triad and does 
rot occur in association with atopic dermatitis, asthma or allergic rhinitis. 
Asthma % 


Allergic Rhinitis 8 


| Correct} 
Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To become familiar with the atopic triad and its impact on atopic dermatitis. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. Atopic dermatitis, asthma and allergic rhinitis form the 
allergic triad (also known as the atopic triad). A patient with one of these conditions is likely to also have or 
develop the other two conditions in the triad. Acne is not part of this triad. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (e.g. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness. 
Humectants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 


appear to confer benefit over TCS alone. 


TCS decreases inflammatory mediator activity. Although often prescribed for twice-daily use, once-daily 
application is just as effective and may minimize the risk of adverse events. The potency (ie., low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


TCS adverse effects are rare. Topical side effects may involve skin atrophy, striae, rosacea, perioral dermatitis 
may occur. Periocular use can result in cataracts and glaucoma. Systemic effects may involve HPA 
(hypothalamus-pituitary-adrenal) axis suppression but this is very rare with the use of topical agents only. 
The risk of adverse effects depends on the skin location, as well as the potency, frequency and duration of 
TCS use. 


TCI are an effective alternative to TCS therapy. TCI are nonsteroidal immunomodulators that reduce 
inflammation through inhibition of T cells and inflammatory cytokine production, In terms of anti- 
inflammatory action, tacrolimus 0.1% is considered equivalent to a mid-potency TCS. Tacrolimus 0.03% was 
not found to be as effective as a mid-potency TCS but was found to be more effective than a low-potency 
TCS. The clinical role of pimecrolimus 1% remains unclear, as it was found to be less effective than mid- and 
high-potency TCS and there is an absence of key head-to-head studies with low-potency corticosteroids 
Although second-line, TCI have a favorable safety profile and are often used off-label as steroid-sparing 
therapy. The adverse effects of TCI include transient itching and burning sensations when applied to lesions. 


For patients with moderate-severe disease refractory to topical therapy, narrow-band UVB (wavelength = 311 
nm) is the most commonly used phototherapy. It should be administered two to three times per week. 
Adverse effects include erythema, burns, photoaging and increased skin cancer risk. 


If phototherapy is contraindicated, currently available systemic agents include systemic corticosteroids, 
cyclosporine A, methotrexate, azathioprine and mycophenolate mofetil. Other than systemic corticosteroids, 
these are all used off-label for AD. Cyclosporine A is an immunosuppressant that acts as a systemic 
calcineurin inhibitor. Adverse effects include hypertension, renal dysfunction, and increased infection risk. 
Methotrexate, azathioprine, and mycophenolate are antimetabolite immunosuppressants. Adverse effects 
include hepatotoxicity, cytopenia, and increased infection risk. Furthermore, methotrexate should be used in 
conjunction with folic acid supplementation to reduce the risk of hematologic adverse events. 


Fluocinonide, cyclosporine A, and mycophenolate are not contraindicated in pregnancy but should be closely 
monitored. Methotrexate is contraindicated in pregnancy. 


In patients who experience significant sleep impairment leading to daytime disruption, adjunctive treatment 
with first-generation oral antihistamines (e.g., hydroxyzine or diphenhydramine) may be used. 


In pregnancy, moisturizers remain the mainstay of treatment for prevention and mild-moderate topical 
corticosteroids for flare-ups. UVB and TCI are second-line therapy. Systemic agents should only be used in 
the most severe cases after careful discussion and require close monitoring. Methotrexate is contraindicated 
in pregnancy. 


The goals of therapy are to control dermatitis and pruritus, prevent flare recurrence, minimize adverse effects, 
and minimize non-adherence. 


Referral to a primary care practitioner is necessary if AD remains unresolved despite appropriate therapy, 
there is evidence of an infection, there is significant psychosocial disruption (e.g. poor sleep, compromised 
ability to attend school or work), there is a frequent recurrence of flares, or there are concerns regarding 
adverse effects. 


RATIONALE: 


Correct Answer: 


* Acne - Acne is not part of the allergic triad and does not occur in association with atopic dermatitis, 
asthma or allergic rhinitis. 


Incorrect Answers: 
* Atopic Dermatitis - Atopic dermatitis commonly occurs with other conditions in the allergic triad. 


* Asthma - Asthma commonly occurs with other conditions in the allergic triad. 


* Allergic Rhi 


s - Allergic rhinitis commonly occurs with other conditions in the allergic triad. 


TAKEAWAY/KEY POINTS: 


A patient's risk of developing a condition in the atopic triad is increased if they already have another one of 
the conditions in the atopic triad. This is not the case for acne; patients with acne are not at significantly 
higher risk of developing a condition in the atopic triad, and patients with a condition in the atopic triad are 
not at significantly higher risk of developing acne. 


REFERENCE: 


[1] Wong ITY, Tsuyuki RT, Cresswell-Melville A, Drucker AM. Guidelines for the management of atopic 
dermatitis (eczema) for pharmacists. Can Pharm J (Ott). 2017;150(50):285-297. doi: 
10.1177/1715163517710958. 
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The correct answer is: Acne 


CH is a 12 year old male who presents with a rash on his arms. He has had atopic dermatitis (AD) since 
he was a young child, but this time his rash appears to be different. It is pruritic, erythematic and 
seems to be spreading outward from the centre. 


The best therapy for CH involves the use of: 


Select one: 
Ketoconazole ¥ 
Rose Wang (ID: 113212) this answer is correct. Azole antifungals are effective 
agents for fungal infections in atopic dermatitis. 


Fusidic acid X 
Cephalexin ® 
Nystatin X 


Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To understand the treatment of infections in atopic dermatitis. 


BACKGROUN 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


Common triggers for atopic dermatitis include: 


e Extreme heat or cold 


Rapid temperature changes 


Sweating 


Irritant or occlusive clothing (wool or nylon) 


Soaps and detergents 


Greases 


Environmental allergens 


Anxiety 


Infections 


Infections are common in AD and are often indicated by a failure of the condition to respond to appropriate 
topical therapy. Staphylococcus aureus is a commonly implicated organism and can be isolated from 76-100% 
of AD patients. Because of this high rate of colonization, routine bacterial swabs are of limited use, and they 
should be reserved for patients with recurrent infections or when typical therapy fails to resolve an infection. 
Other causes of infection include the herpes simplex virus, often resulting in punched-out erosions, 
hemorrhagic crusts, and/or vesicles; and dermatophytes, resulting in symptoms typical of tinea infections, 


In cases where infections are not extensive, topical antibiotics are recommended such as fusidic acid or 
gentamicin. These antibiotics are available in combination products with corticosteroids. Oral antibiotics are 
generally reserved for extensive cases or for infections that don't respond adequately to topical therapy. 


Infections are common in atopic dermatitis (AD) and are often indicated by a failure of the condition to 
respond to appropriate topical therapy. Infections with the herpes simplex virus (HSV), known as eczema 
herpeticum, are uncommon but can be serious if not dealt with promptly. Symptoms that suggest the 
presence of an HSV infection include punched-out erosions, hemorrhagic crusts and vesicles, though these 
symptoms are not necessarily specific to an HSV infection. Oral acyclovir is the generally recommended 
therapeutic agent for eczema herpeticum and can significantly shorten disease duration. In severe cases, it 
should be administered intravenously. 


Dermatophyte infections differ in their manifestations, depending on location. On the body, symptoms 
include an erythematic, pruritic rash that takes a circular or ovular shape, has a raised border and spreads 
outward from the centre Thev are hest mananed with tonical antifunaals such as clotrimazole ketaconazole 
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miconazole, terbinafine, tolnai 


RATIONALE: 
Correct Answer: 


* Ketoconazole - Azole antifungals are effective agents for fungal infections in atopic dermatitis. 


Incorrect Answers: 
© Fusidic acid - CH's symptoms are more consistent with a fungal infection. 
* Cephalexin - CH's symptoms are more consistent with a fungal infection. 


e Nystatin - Nystatin is not effective in dermatophyte infections. 


TAKEAWAY/KEY POINTS: 


Signs of fungal infections include an erythematic, pruritic rash that takes a circular or ovular shape, has a 
raised border and spreads outward from the centre. They are best managed with topical antifungals such as 
clotrimazole, ketoconazole, miconazole, or terbinafine (not an exhaustive list). 


REFERENCE: 
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10.1177/1715163517710958. 


[2] Weinstein M. Atopic Dermatitis. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


[3] Sihota A. Atopic, Contact and Stasis Dermatitis. In: Compendium of Therapeutics for Minor Ailments. 
Ottawa, ON: Canadian Pharmacists Association. https://myrxtx.ca. 


[4] Weston WL, Howe W. Atopic dermatitis (eczema): Pathogenesis, clinical manifestations, and diagnosis. In: 
Post T, ed. UpToDate. Waltham, MA. www.uptodate.com. 


[5] Evans GA. Herpesvirus Infections. In: Compendium of Therapeutic Choices. Ottawa, ON: Canadian 
Pharmacists Association. https://myrxtx.ca. 


[6] Goldstein AO, Goldstein BG. Dermatophyte (tinea) infections. Post T, ed. UpToDate. Waltham, MA. 
www.uptodate.com. 


[7] Miller PF. Fungal Skin Infections. In: Compendium of Therapeutics for Minor Ailments. Ottawa, ON: 
Canadian Pharmacists Association. https://mynxtx.ca. 


The correct answer is: Ketoconazole 


Which of the following statements is FALSE regarding topical corticosteroids? 


Select one: 
Periocular use can result in cataracts and glaucoma ® 
Skin atrophy, striae, and rosacea can occur with prolonged use % 


Risk of adverse effects depends on the skin location, as well as the potency, frequency and duration * 
of topical corticosteroid use 


HPA (hypothalamus- v z 

pituitary-adrenal) axis Rose Wang (ID:113212) this answer is correct, Systemic adverse 
suppression is a common effects may involve HPA (hypothalamus-pituitary-adrenal) axis 
ade efed Suppression but this is very rare with the sole use of topical agents. 


Marks for this submission: 1.00/1.00. 
TOPIC: Atopic Dermatitis 


LEARNING OBJECTIVE: 
To understand and be able to explain the risks of topical corticosteroid use. 


BACKGROUND: 


Atopic dermatitis (AD), commonly known as eczema, is a chronic, pruritic, inflammatory skin condition. In 
addition, it is possible to develop a bacterial infection in the area affected by AD. Approximately 20% of 
children and 10% of adults experience eczema. 


The etiology involves skin barrier defects and dysregulation of the immune system. The diagnosis is based on 
clinical signs and symptoms. AD is characterized by erythematous, xerotic (dry), scaly papules and plaques. 
The distribution of lesions may involve the face, periocular, neck, flexor and extensor regions. Symptoms 
include pruritus, dry skin, edema, excoriations, lichenification, and oozing. In addition, itching associated with 
AD often leads to discomfort and poor sleep. 


For treatment, minimum twice-daily application of unscented, non-irritating, pH-balanced, and 
hypoallergenic moisturizers and immediately after baths or showers is recommended. This is to repair the 
defective skin barrier. Warm rather than hot water should be used for bathing. Daily moisturizer use has been 
found to reduce the incidence of AD flares and the need for topical corticosteroids (TCS). 


Environmental irritants include wool, dry heat, solvents, detergents, and perfumes, so these triggers should 
be avoided as much as possible. 


Several types of moisturizers may be used. Occlusive agents (eg. petrolatum) prevent water loss from the 
skin barrier. Emollients (e.g. ceramides and linoleic acid) work by enhancing skin flexibility and suppleness 
Humeciants (e.g. urea, glycine) draw water from the environment onto the skin. The choice of therapy 
depends on patient preference, tolerability, cost, mechanism of action, degree of AD severity, and affected 
location on the body. The Eczema Society of Canada has a Seal of Acceptance program, which allows 
products that have undergone a formulation review by dermatologists to display a seal on their packaging. 


Topical anti-inflammatory treatment is the mainstay of treatment for mild-moderate AD. TCS are first-line 
therapy and TCI (topical calcineurin inhibitors) are second-line therapy. Combining TCI and TCS does not 
appear to confer benefit over TCS alone. 


TCS decreases inflammatory mediatory activity. Although often prescribed for twice-daily use, the once-daily 
application is just as effective and may minimize the risk of adverse events. The potency (ie. low, mid, high) 
of TCS depends on body location and lesion severity. In general, low-potency TCS should be used for actively 
inflamed areas of the face and intertriginous folds and mid-potency TCS for other parts of the body. High- 
potency TCS may be used for thick lesions or areas of the palms and soles. If the lesion does not improve 
after 2-4 weeks of daily application, they should be referred to their primary care provider or dermatologist. 


Topical corticosteroids (TCS) are used for a variety of skin conditions, including atopic dermatitis. Before 
applying the product, the affected area should be cleaned and dried, Patients should be made aware of the 
fact that side effects can arise from systemic absorption of the product and that occlusive dressings can 
increase this risk. Topical side effects may involve skin atrophy, striae, rosacea, perioral dermatitis. Periocular 
use can result in cataracts and glaucoma. Systemic side effects may involve HPA (hypothalamus-pituitary- 
adrenal) axis suppression but this is very rare with the sole use of topical agents. The risk of adverse effects 
depends on the skin location, as well as the potency, frequency and duration of TCS use. 


RATIONALE: 


Correct Answer: 


* HPA (hypothalamus-pituitary-adrenal) axis suppression is a common side effect - Systemic adverse 
effects may involve HPA (hypothalamus-pituitary-adrenal) axis suppression but this is very rare with 
the sole use of topical agents. 


Incorrect Answers: 
© Periocular use can result in cataracts and glaucoma - This statement is true. 
e Skin atrophy, striae, and rosacea can occur with prolonged use - This statement is true. 


© Risk of adverse effects depends on the skin location, as well as the potency, frequency and duration 
of topical corticosteroid use - This statement is true. 


TAKEAWAY/KEY POINTS: 


TCS are generally well-tolerated, and systemic absorption is limited. Skin changes can occur with prolonged 
TCS use. 


REFERENCE: 
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The correct answer is: HPA (hypothalamus-pituitary-adrenal) axis suppression is a common side effect 
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